IntRoductIon
Tobacco continues to be a leading preventable cause of death worldwide and in South-East Asia Region (SEAR). Given its public health importance, one of the global goals for prevention and control of noncommunicable diseases is 30% relative reduction in the prevalence of current tobacco use by 2025 compared to baseline levels in 2010. [1] Implementation of tobacco control measures figures prominently in the new sustainable development goals (SDGs). The WHO SEAR with more than one-fourth of world's population (26%) has among the top tobacco-consuming and tobacco-producing countries in the world. Embedded in the sociocultural practices, nearly half of all male population and two in every five females in SEAR consume some form of tobacco (smoked or smokeless). [2] The region has 250 million tobacco smokers and a nearly equal number of smokeless tobacco users. [2] In addition, the number of smokeless tobacco users seems to be growing, a cause of concern in many SEAR countries. [3, 4] The global evidence suggests that most of the current adult tobacco users initiate tobacco use during adolescence, which is continued into the adulthood. As per the global estimates, nearly 9 out of 10 smokers start before 18 years of age and 98% start smoking by age of 26 years. About 3 out of 4 adolescent smokers become adult smokers. [5] The higher sensitivity and vulnerability of children and adolescents to nicotine addiction implies that the earlier the smokers start smoking, the more likely they are to become addicted. Recognizing the difficulty in forcing existing users to quit, preventing initiation of tobacco use among adolescents has become critical to inform any policies and measures to stem the overall tobacco epidemic.
Using data from different sources, this paper reviews the current status and trends in youth tobacco use and in the policy
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The study context
The WHO SEAR comprises 11 countries with a total population of about 1.9 billion or about 26% of the total global population. Adolescents (10-19 years) constitute an important sociodemographic group in the WHO SEAR accounting for almost one-fifth or 18.8% (362.2 million individuals) of the total regional population. [6] Of this, 13-17-year-old adolescents comprise 181 million or nearly one-tenth (9.4%) of the total regional population. [6] It is a culturally, religiously, and economically diverse region. While India and Nepal have predominantly Hindu populations, Bangladesh, Indonesia, and Maldives are predominantly Muslim countries and Myanmar, Sri Lanka, and Thailand have a large proportion of populations that practice Buddhism.
data and methods
The data on youth tobacco use come from nationwide school-based youth tobacco prevalence surveys conducted as part of the Global Youth Tobacco Surveys (GYTS) initiative or integrated youth risk factor surveys implemented as part of global school student-based health survey (GSHS) initiative among middle to high school students aged 13-15 years (GYTS) or 13-17 years of age (GSHS). [7, 8] In addition, data on age at initiation are presented from the household Adult Tobacco Prevalence Surveys (done as part of Global Adult Tobacco Prevalence surveys initiative (Global Adult Tobacco Survey) among 15+ population or as integrated noncommunicable disease (NCD) risk factor surveys (STEP surveys) done among population of 18-69 years of age. [9, 10] Both these surveys included a follow-up question "how old were you when you first started smoking daily" to the respondents who reported daily tobacco smoking.
Data are also used from the WHO FCTC (WHO Framework of Convention for Tobacco Control) implementation database [11] and other qualitative policy databases collected by the WHO from members state to assess the trends and current status of implementation of selected tobacco control policies.
Conceptually reduction in tobacco use among adolescents may result from: • Reduction in supply (article 16 of FCTC): Reduced availability of single cigarettes and from vendor sales, reduced availability of promotional products, reduced access (from stricter implementation of minimum age laws for tobacco purchase) • Reduction in demand: Reduced affordability of tobacco through increased prices (article 6 of FCTC), nonprice demand reduction measures such as pictorial health warning, reduced exposure to people smoking article 8, 11, 12, and 13 of FCTC)
• Reduction in other risk factors that predispose adolescents to overall substance use (e.g., bullying at school, family environment, mental health issues, etc.).
This paper reviews the current status of selected policy options only along the first two bullet points but does not go in depth for policies under bullet point 3.
Results

Trends in tobacco use among adolescents
Tobacco use prevalence among adolescents in South-East Asia Region Figure 1 shows the trends in tobacco use among 13-15-year-old students as reported in anonymously administered GYTS surveys. More than 10% of 13-15-year-old school-going adolescents reported tobacco use in 8 out of 11 countries in the WHO SEAR [ Figure 1 ]. The prevalence exceeded 20% in Bhutan, Nepal, and Timor-Leste. Only in Bangladesh and Sri Lanka, the prevalence was <10% [ Figure 1 ]. The Democratic Republic of Korea (DPRK) has no comparable data available, but it reports no tobacco use among adolescents aged 16 years and younger, the minimum legal age for selling tobacco products in the country. [12] Cigarette use is common; exceeding 10% in Bhutan, Thailand, and Timor-Leste, the prevalence of smokeless tobacco is higher than that of cigarettes in most of the countries in SEAR with the exception of Indonesia, Thailand, and Timor-Leste [ Figure 1 ].
No consistent declining trends in tobacco use (either smokeless or smoked) were observed in any of the countries where at least 3 data points were available, though a sudden drop in overall tobacco use was observed in Sri Lanka in 2015 compared to previous 3 rounds in 2003-2011, mainly due to decline in smokeless tobacco use [ Figure 1 ]. In some countries, a substantial increase (e.g., Nepal and Bhutan) was observed from one round to another for smokeless products, while a substantial drop was observed in Sri Lanka and Thailand which needs to be investigated further.
Age at initiation of daily tobacco smoking in South-East Asia Region
The mean age for initiating daily smoking among 20-34-year-old current daily smokers ranged from 17 years in Nepal to 18.9 years in Bhutan. More than half of all current daily smokers aged 20-34 years of age in all countries initiated daily smoking before their 20 th birthday, with such proportion exceeding 75% in Indonesia, Nepal, and Thailand [ Table 1 ]. The lower proportion reported in Bhutan (58%) and Timor-Leste (54%) needs investigation as this is not consistent with very high youth tobacco use reported from these countries as shown in Table 1 .
Another source of information on early initiation of smoking in the WHO SEAR comes from nationwide school-based surveys of 13-17-year-old students implemented as part of the Global School Health Student-based surveys (GSHS). Table 1 shows percentage of students of 13-17 years who tried a cigarette before the age of 14 years among those who ever smoked.
Consistent with the data presented on age at initiation of daily smoking among 20-34-year-old population, a very high proportion of students who ever tried cigarettes, tried their first cigarette very early before turning 14 years of age, ranging from almost one in four students in Bangladesh to more than half of all ever-smokers in Timor-Leste.
Current status and trend in selected policies
The minimum age of legal access
The article 16 of the WHO FCTC aims at restricting access and supply of tobacco to adolescents and requires parties to adopt and implement measures to prohibit sales of tobacco products to and by minors as well as other measures limiting the access of underage persons to tobacco products. [13] All the countries in SEAR have specified legal minimum age for tobacco sales. As of 2016, DPRK and Timor-Leste have the lowest minimum legal age at 16 and 17 years, respectively, while Sri Lanka has the highest legal minimum age of 21 years. Thailand became as a close second with raising of minimum legal age to 20 years (from 18 years previously) in their new tobacco products control act (article 26) passed in 2017. The remaining countries have 18 years of age as the legal minimum age for tobacco sales.
Enforcing the minimum age of legal access and patterns of tobacco purchase by adolescents
The percentage of adolescents who got their cigarettes by purchasing them from a store, shop, or vendor in the last 30 days varied greatly across countries in the WHO SEAR, ranging from just 20% in Sri Lanka to over 80% in Bangladesh [ Table 2 ]. A specific question "during the past 30 days, did anyone refuse to sell you cigarettes because of your age?" was included in GYTS survey to assess enforcement of minimum legal age for purchasing tobacco. Similarly, while only 14% of students were refused from buying cigarettes in Bangladesh because of their age being less than minimum legal age for tobacco purchase, more than 60% of students were refused on the same grounds in Sri Lanka [ Table 2 ]. This reflects the variation in the enforcement of legal minimum age for purchasing tobacco in the Region. Finally, in many countries such as Bangladesh, Indonesia, Myanmar, and Sri Lanka, majority of adolescents are purchasing cigarettes mainly as individual sticks, which perhaps make them more affordable. Only in Thailand, only 20% reported buying them as individual sticks [ Table 2 ].
Sale of single cigarettes
Single cigarette market neutralizes four important tobacco control strategies: protecting minors, pictorial warning, and support quitting and effective taxation. [14, 15] An easy affordability of loose cigarettes is an enabling factor for student and minors which perhaps make them more affordable to them. The article 16 (sales to and by minors) of the World Health Organization (WHO) Framework Convention on Tobacco Control states that countries "shall endeavor" to prohibit sale of single stick and "kiddie packs" (soft packs of 10 cigarettes) as it makes them more affordable for minors. [13] As of 2016, Bangladesh, Maldives, Indonesia, and Sri Lanka do not prohibit single sticks sale, but some SEAR countries have made good progress with Thailand and Timor-Leste passing legislations to prohibit sale of cigarettes as individual sticks in 2017 and 2016, respectively. In addition, 11 states and union territories in India have issued orders/notifications banning the sale of loose cigarettes under section-7 of COTPA, 2003 in 2016.
However, the survey data as presented in Table 2 show that majority of adolescents in many SEAR countries such as Bangladesh, Indonesia, Myanmar, and Sri Lanka are purchasing cigarettes mainly as individual sticks [ Table 2 ].
Trends in tobacco prices and affordability
While the WHO FCTC recommends raising taxes to more than 75% of the retail price and is considered to be most powerful and most cost-effective tobacco control intervention, only three countries in SEAR (Bangladesh, Sri Lanka, and Thailand) met the goal of 75% tax rate of retail price as of 2016. More importantly, the tax increases in most of the SEAR countries have not been sufficient to impact affordability of tobacco products in most of the countries as measured by price of the pack divided by the GDP per capita [ Table 3 ]. The affordability of the tobacco products was estimated by dividing reported price of 20-cigarettes pack of most sold brand in 2014 in GTCR survey [24] and GDP per capita as reported in World Bank WDI indicator database. [25] Higher the percentage of GDP required to buy 100 packs of 20-cigarettes each, higher is the unaffordability.
Status of youth tobacco use surveillance
Adolescent tobacco use is included as an indicator in global monitoring framework for NCDs (WHO 2014), but only one country in the region (Indonesia) has included smoking prevalence among children <18 years as one of the key indicators to assess the performance of district mayors as part of its National Medium-Term Development Plans (RPJMN) for 2015-2019. Youth tobacco surveillance in SEAR is mainly undertaken as part of GYTS initiative funded by the CDC (USA) in the form of school-based surveys. All the countries in SEAR have implemented at least three rounds of such surveys, and some have done even 4-5 rounds over last 15 years (e.g., Myanmar and Sri Lanka). However, the surveillance remains ad hoc and highly donor dependent and the current methodology excludes out of school youth in most of the member states in SEAR.
dIscussIon
The WHO Global Action Plan for the Prevention and Control of NCD has set an ambitious target of 30% relative reduction in the prevalence of current tobacco use by 2025 compared to baseline levels in 2010. [1] The new SDGs also call for strengthening the implementation of the WHO FCTC in all countries, as appropriate, and is recognized as one of the "means of implementation" to reach the overall health goal (SDG 3) and the mortality reduction target on NCDs. Given the high use and early initiation of tobacco use among adolescents in SEAR as in many other Regions, the region's long-term success in achieving the SDG and global NCD targets will depend to some extent controlling the tobacco use among adolescents.
The evidence from the WHO SEAR suggests very high use of tobacco among adolescents and perhaps underestimates the actual prevalence. The actual prevalence may be higher if out of school youth are included. In addition, the proportion reporting initiation of tobacco use before age of 20 years may actually be higher, if the question would have elicited when the current daily smokers actually start smoking, rather than the daily smoking, as most smoker start smoking occasionally, and then become daily smokers. The data presented do not show any signs of declining tobacco use among adolescents, or increase in age of initiation among adolescent in most of the SEAR countries with few exceptions.
The factors increasing youth tobacco initiation may vary across countries, but some commonly documented factors include others smoking in their presence, tobacco use by parents or peers; exposure to tobacco advertising; acceptability of tobacco use among peers or in social norms advertised in movies or tobacco commercials; having depression, anxiety, or stress; [8, 16] and higher accessibility and lower prices of tobacco products. [9, 17] Cultural taboos or resistance explain to some extent low tobacco use among female population. This suggests promoting tobacco-free society as a norm will go a long way in reducing tobacco use. Most of the policy measures, hence, should aim at changing social norms around tobacco use (or make it look bad) or make it increasingly difficult for adolescents to use tobacco (e.g., by making it too unaffordable or restricting the supply).
The review of policy data showed that SEAR countries are yet to fully implement and/or enforce regulations to reduce the affordability and accessibility of tobacco products, including taxation, sale of single cigarettes or loose tobacco products, and the minimum legal age for tobacco sales.
The data presented in Table 1 clearly show that most adolescent and adult tobacco users initiate tobacco use very early. One of the options to reduce early tobacco use initiation and progression to regular tobacco use may be to increase the minimal legal age to 21 years from the current 18 years in-effect in most of the SEAR countries. [18, 19] In the past 2 years, new evidence has emerged that suggests that minimal legal age laws are effective, enjoy very high levels of public support [19] and have minimal economic impact on revenues in the short term. Limiting youth access to cigarettes by increasing the legal purchase age to 21 years is expected to reduce adult smoking prevalence in the long term by having a larger drop in youth smoking prevalence, but this will require high-level advocacy efforts including mobilizing public support for raising the tobacco sale age to 21 years by increasing public awareness about the susceptibility and rapid addiction of youth to nicotine. [19] In addition to increasing the minimum legal age to purchase tobacco, more concerted efforts are needed to enforce these underage laws. The data presented in Figure 1 and Table 2 clearly demonstrate that the underage laws are not well enforced in SEAR countries and adolescents have rather easy access to tobacco from shops and stores, etc., Greater attention to enforcing and monitoring retailer compliance with all tobacco regulations will be important for tobacco underage laws to be effective in reducing youth access to tobacco products.
Many advocates are also pushing for tobacco-free generation, which aims at completing restricting the sale of tobacco to people born after a certain date. [20] Feasibility and applicability of this concept may also be explored in countries in SEAR. Source: Authors calculations based on reported price of 20-cigarettes pack of most sold brand in GTCR and GDP per capita (taken from the World Bank WDI indicator database). [24] Higher the percentage of GDP required to buy 100 pack, higher is the unaffordability. NA: Not available
The evidence supporting the negative impact of increased prices or unaffordability especially on youth tobacco use is well established both within SEAR countries and outside. [21] [22] [23] Tobacco pricing is crucial to address the youth tobacco epidemic, as adolescents are particularly sensitive to tobacco pricing. The good news is that there is still sufficient room in most of SEAR countries to implement appropriate fiscal measures, especially raising taxes to increase prices of tobacco products.
Member states must institutionalize youth tobacco surveillance preferably as part of integrated risk factor surveys and should ensure inclusion of out of school youth which comprises substantial proportion in some countries such as Bangladesh and India. Finally, these regulations and the surveillance measures must include all tobacco products including smoked tobacco products other than cigarettes and smokeless tobacco products (whose use outpaces the smoked tobacco products use in many countries in SEAR). The adolescent tobacco use should be included as a key indicator of overall development as well as of progress toward to control of NCD diseases and mortality.
conclusIon
The youth tobacco use remains high with early age of initiation in most of the SEAR countries with no consistent signs of decline over the last 10-15 years. The recommended policy measures are not yet fully implemented/enforced in any of the member states. Efforts should be strengthened to fully implement these policy measures and exploration of new measures (e.g., tobacco-free generation).
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